Introduction
The persistence of stigma and discrimination is irrefutable, more than 30 years into the HIV epidemic (Grossman & Stangl, 2013; Sidibe & Goosby, 2013) . Stigma is pervasive and profoundly disrupts individual as well as community health and well-being (Heijnders & Van Der Meij, 2006; Kipp et al., 2011) and can be a determinant factor in health inequalities (Hatzenbuehler et al., 2013) . Erving Goffman defined stigma as '… the phenomenon whereby an individual with an attribute which is deeply discredited by his or her society is rejected as a result of the attribute …' (Goffman, 1963) . Recently, research on stigma has focused on social power (Parker & Aggleton, 2003) and the results of stigma, namely prejudice, shame, isolation, rejection and discrimination directed at people believed to have an illness or trait (Link & Phelan, 2001) . Sickness is bad enough, but there are some illnesses that lead to stigma and, eventually, discriminationa direct act of unfair treatment. People have a tendency to see the person and not the disease as the problem (Thomas et al., 2008; Taylor, 2013) , which may cause social and health inequities as well as structural violence (Parker, 2012) .
Stigma affects the lives of people living with diseases such as leprosy (Adhikari et al., 2014) , tuberculosis (Juniarti & Evans, 2011) , diabetes (Browne et al., 2013) , mental illness (Beldie et al., 2012) , HIV and, more recently, Ebola (Davtyan et al., 2014) and plays a significant role in these diseases. Some diseases are more stigmatizing than others and may be socially unacceptable. Being identified with one of these diseases causes fear and concern and may discourage people from seeking early treatment and care (Alemu et al., 2013) , adhering to treatment or maintaining social networks. HIV stigma exists in every culture and setting and presents a public health challenge, and the degree of stigma differs from one disease to another and from one cultural setting to another (Shefer et al., 2013) . HIV is considered the most stigmatized chronic disease in modern times across family, community and health care settings and in most cases individuals are left to shoulder the stigma and prejudices emanating from the public (Sartorius, 2009 ). People living with HIV bear the burden of keeping their illness. Fear of stigma is the main reason for non-disclosure of HIV-positive status to non-HIV health care providers, though HIV infection and AIDS are preventable illnesses (Bertozzi et al., 2006; DeMarco et al., 2009; De Cock et al., 2011; Conn, 2013) .
Discrimination involves being treated differently or worse as a result of a particular characteristic. Discrimination against people living with HIV and AIDS still persists more than three decades into the HIV pandemic (Skinner & Mfecane, 2004; Simbayi et al., 2007; Marsicano et al., 2014) . Basic misinformation about HIV, how it is transmitted, and what it means to live with it is at the root of much of this discrimination and remains a justification for exclusions from both private and public sector employment opportunities and other areas of civic life. People have still to understand that HIV does not categorically prevent anyone from doing a job, childbearing (Saleem et al., 2015) or living a quality life (Parker & Aggleton, 2003) . Discrimination, or the fear of discrimination, has interfered, and is interfering, greatly with the ability of the public health officials to control this epidemic. There are examples around the world of discriminatory practices, including children being denied the opportunity to attend school because they are infected or affected (Surkan et al., 2010) , and persons losing their jobs, losing their homes and even being denied medical services. It is evident in the literature that discrimination is closely linked with confidentiality and stigmatization (DeMarco et al., 2009; Nyblade et al., 2011; Canadian HIV/AIDS Legal Network, 2014) .
Stigma and discrimination within health care settings remain a public health challenge across diverse cultural settings (Link & Phelan, 2006; Lin et al., 2012) . Vulnerable groups like homosexuals (Okall et al., 2014) , drug users (Rance & Treloar, 2014) and migrants (Seedat et al., 2014) , especially from resource-poor countries with high HIV prevalence, experience discrimination as a result of stigma and negative attitudes of health care professionals (Barrett & Mulugeta, 2010; Marsicano et al., 2014) . The power of stigma and discrimination in health care settings may have deleterious effects on the mental and physical health of people, including sub-Saharan Africa (SSA) migrants, living with HIV who, along with men having sex with men (MSM), bear the brunt of HIV. Women all over the world represent a special group of people living with HIV because of their large number and their unique experiences as women, mothers and care-givers with the disease (Hackl et al., 1997; Kralik et al., 2001; Liamputtong, 2013) . In the European Union, migrant women from resource-limited countries account for a large proportion of women with HIV (Barrett & Mulugeta, 2010) and face a variety of forms of stigma and discrimination (Fakoya et al., 2008; ECDC, 2012) .
Migrants living and ageing with HIV is a growing feature of the HIV/AIDS in Europe, and Belgium in particular. In many European countries, legal and political environments do not maximize the health and productivity of African migrants, who are disproportionately stigmatized and discriminated against for HIV transmission and exposure (Chalmers, 2002) . Studies have shown that most migrants may have acquired HIV in their country of origin, and a small proportion may have been infected while they resided in the EU. Previous studies have shown that migrants perceive stigma, and consequently discrimination, not only among the community but also within health care settings (Lauderdale et al., 2006) . Access to health care services varies across Europe and the complex regulations that govern access to health services may have led to confusion and prejudice (discrimination), making understanding and implementation of policies difficult for both health care providers and patients (Fakoya et al., 2008; Shiripinda & Eerdewijk, 2008) . Uninsured and undocumented migrants are often reluctant to be tested for HIV because of fear of access to health services if they test positive. Media attention linking HIV with migration, together with changes in migration policies throughout Europe, may also fuel the sense of social exclusion felt by many SSA migrants (Bernard, 2007; Fakoya et al., 2008) .
In Belgium, about 853 sub-Saharan Africans were diagnosed HIV positive between 2011 and 2013. HIV in this group is contracted predominantly through heterosexual contact. Sub-Saharan African migrant women make up about one-third of the 14,719 HIV patients in medical care in the country (Sasse et al., 2015) . Perceptions of stigma and discrimination in health care settings are a challenge to public health that need to be addressed. This study aimed to investigate stigma and discrimination among migrant sub-Saharan African women in health care settings in Belgium and their effect on the health-seeking behaviour of people living with HIV.
Study sites and sampling
Three settings were chosen for selection of the study participants: 1) an AIDS Reference Centre; 2) support group sites and 3) HIV workshop venues. The researcher gained entry to these settings through the authorization of the co-ordinators of one the AIDS Reference Centres of the university teaching hospital in Brussels, an HIV support group in Brussels and an HIV support group based at the Institute of Tropical Medicine, Antwerp.
Patients were recruited through purposive sampling and snowball techniques. Patients were eligible for inclusion if they were SSA migrant women, more than 18 years old, had been diagnosed HIV positive more than 3 months previously, were English or French speaking and were receiving health care in Belgium. Recruitment was done in two phases:
(1) Treating experts at a university teaching hospital in Brussels purposively selected patients from their consultation list and informed them about the objectives of the study during consultations. Then they invited these patients to participate and later informed the researcher whether the patient had decided to participate or not. Where a patient refused to participate, the treating professionals communicated her reasons to the researcher, who took notes on the reasons for not participating.
(2) Self-identified HIV patients receiving treatment and care at any of the nine AIDS Reference Centres in Belgium were sampled through snowball techniques during HIV workshops and seminars in Belgium. During coffee breaks, the first author (AEA) approached some of the women and introduced them to the study. Those interested agreed to participate and referred the researcher to other women whom they believed would participate in the study.
Data collection
One hundred and sixteen women were invited to participate in the study. The participants chose the venue for the in-depth interviews. In addition to interviews, informal or corridor talks with patients or members of an HIV team in response to specific events were added to enrich the data. Questions were asked about life with HIV generally and in-depth questions about stigma experiences in health care settings. These included hospitals, pharmacies and dental clinics visited by participants. Sample interview questions included:
1. How do you perceive your relationship with your HIV treating professionals? 2. Have you ever felt or experienced that you were not properly treated or obtained sub-standard care because you are HIV positive when attending any health care service? 3. What was your reaction in relation to the perceived negative attitude or behaviour of the health care provider?
Probing questions were asked to elicit the information and identifying factors that could contribute to HIV-related stigma and discrimination in health care settings were focused on. All but two interviews were digitally recorded with prior permission from the patient at the start of each interview.
Observations
Data was also collected by observations during patients' consultations with treating physicians and attendances at support group meetings. Patients were also observed from when they arrived in the waiting room until they were ushered in by one of the HIV care givers. Observation has been found to add richness and depth to data by describing what was seen and heard (Mays & Pope, 1995; Pettigrew, 2000) . The treating physician asked the patient if the researcher could be present during the consultation. The researcher could only be present with the express permission of the patient. Notes were taken as to what was observed and heard during patientdoctor interaction. For example, observations during basic physical examinations, like taking the patient's blood pressure and measuring her weight, whether she was proactive in asking for HIV information and her concerns, were noted. The main researcher attended support group meetings at the invitation of some participants with whom a rapport had been created. During these meetings, notes were also taken as to what was observed and heard.
Hospital records
Basic data on patients' demographic details such as age of patient, year of HIV diagnosis, length of stay in Belgium and country of origin were obtained from hospital records, especially for patients who were invited but refused to be interviewed.
Data analysis
Preliminary manual analysis was inherent for interviews and observational data, which were analysed using thematic analysis (Miles & Huberman, 1994; Minichiello, 2006) with the help of NVivo 8 for data organization and retrieval. Data analysis was done concurrently with data collection. Audio-recordings were transcribed and the transcripts read and codes generated by two researchers (AEA and RD) focusing on the main topics. For this paper, the analysis focused on transcripts of recorded interviews and notes related to participants' experiences of stigma and discrimination in health care settings. Expressions, reluctance or readiness to answer questions and frustrations on certain issues were interpreted and incorporated into the analysis. Themes were identified in the process of reading through the transcripts and the field notes. A code book was formed from themes that emerged. For example, within the category of 'stigma and discrimination', common issues were coded, such as 'rejection and abandonment by others'; 'people will run away from you'; 'name calling'; 'selfdistancing'; 'being treated after every other patient'; and 'not wanting to be seen at the clinic'. In addition memos that contained the thoughts about selected segments were written. Codes and memos formed the basis of thematic analysis, and through this process linkages and similarities were established. On the basis of the data collected, key issues were identified and modified in order to generate themes that would help describe the experiences. Finally, all concepts were grounded in the data in order to offer an understanding of the study aims. Results from the analysis and quotations to illustrate themes were reviewed by the members of the research group.
Ethical statements
Signed informed consent was obtained from the patients after the objectives of the study were explained to them. The approved informed consent form made provision for participants to write names, contact addresses and signatures if they accepted participation. Participants could opt not to sign or give contact addresses. Patients' anonymity was assured and they could withdraw from the study at any time. Refusal to participate had no influence whatsoever on the standard of care that the patients were receiving. Interviews were conducted at a place of the participant's choice. The study was approved by the Ethics Committee (EC) of the Universitair Ziekenhuis Brussel, Belgium (approval number B.U.N. 143201215911) and the Institutional Review Board (IRB) of the Institute of Tropical Medicine, Antwerp, Belgium (approval number IRB/ AB/ac/141).
Results

Participant characteristics
Of the 116 patients invited to participate in the study 44 agreed to be interviewed and/or observed. One participant permitted observation in the consultation room to take place but systematically avoided all attempts by the researcher (AEA) to be interviewed. Participants were diverse in their socio-demographic characteristics and originated from fifteen countries in sub-Saharan Africa. Table 1 shows the age distribution of the 116 initial study participants. The youngest interviewee was 20 years old and the oldest was 67 years old. Table 2 shows the demographic characteristics of the 44 interviewed women. Thirtyfive of those interviewed were mothers and nine had no child. The predominant mode of HIV transmission was heterosexual. One work-related, one perinatal and four unknown mode of transmission were reported. Apart from one mother-to-child transmission (MTCT), no participant reported having knowledge of transmission to an intimate partner or any other person. Thirty-five participants had intimate partners who were husbands, cohabiting or casual partners. Nine were single either by choice, death or abandonment by their partners. Many participants indicated that they received good quality health care, support and empathy from their treating HIV experts. Additionally, the main researcher (AEA) observed that the participants did not show fear of discrimination during consultations with treating physicians. The researcher also observed the proactive attitudes of the participants to engage in conversation with doctors, who did not show any sign of impatience or negative attitudes. However, several participants indicated feelings and experiences of stigma and discrimination among non-HIV health care providers in health care settings. The themes that emerged as to the causes of stigma and discrimination were: community linkage of HIV to immoral behaviour, fear of contamination and lack of proper knowledge and awareness on HIV transmission. Delayed care, excessive precautions, blame, humiliation and denial of care were prominent among the forms of stigma and discrimination. Participants indicated emotional stress, inconsistent health care-seeking behaviour, non-disclosure to non-HIV treating personnel, low self-esteem, urge for alternative medicine and anger as consequences of stigma and discrimination.
Causes of stigma and discrimination
Linkage of HIV to immoral behavior. Several participants indicated that, as migrants, they are susceptible to public or community stigma. HIV is perceived as a 'foreign disease' and participants felt they were blamed for its spread. Many said that people believe that African men and women have many sexual partners. For instance, a participant explained that a health care provider took her for a distributor of HIV from the way the health care provider spoke to her:
A nurse spoke to me very badly the day I was given my diagnosis. Fear of contamination. All HIV-positive women described positive and negative interactions with health care professionals. Most of the participants from the AIDS Reference Centre (ARC) described it as the only place where they 'felt comfortable and safe to talk about the HIV disease without fear'. A majority of the participants said the doctors and nurses at the ARC were 'like family' and strongly attributed their resilience to HIV to the support and empathy they obtained from health care professionals in the ARC. However, most women reported that they had a strong belief that the attitudes and behaviours of non-HIV health care providers towards them revealed fear of contracting HIV through the service. One participant described this experience as follows:
I always ask the providers to be careful because I am HIV positive, especially as I don't know how I contracted the disease. I don't want any other person to contract this disease through me. So when I tell the service provider that I am HIV positive, he/she starts looking at you differently. One nurse told me that I could not be operated upon before the others because of my HIV-positive status. I was operated late in the day for fear of contaminating the others. When you hear words like this from a health care worker in a hospital, you don't only feel victimized but also discredited. (Participant 40, age 52) Lack of proper knowledge and awareness of HIV transmission. Most participants expressed concern about the lack of proper knowledge of HIV transmission, prevention and management of patients by non-HIV care providers and members of the general society that stigmatizes and discriminates against HIV patients. I usually get my medications from one pharmacy in my neighbourhood but I happened to run short of my medications during the weekend when my pharmacist was absent. I decided to go to another one to get my medications. I was shocked and ashamed when I asked for the medications and saw the pharmacist visibly trembling [demonstrating] in front of a large crowd waiting to be served. The attitude and behaviour he manifested, clearly indicated to people that I am sickthat I have HIV. (Participant 10, age 45)
Forms of stigma and discrimination
The most common forms of stigma and discrimination reported by participants included delayed or denied care, excessive precautions, blame and humiliation and unlawful disclosure.
Delayed or denial of care. There were reported cases of delayed or denial of care which, in the opinions of the participants, constituted stigma and discrimination. For example, three women stated a strong desire to become pregnant but they were denied fertility treatment, as one indicated:
When I expressed my desire to have a child, my gynaecologist sent me to the psychologist. I did not understand the reason because I was not depressed and knew exactly what I was asking for. I know that in Belgium women with HIV get pregnant and have children. I would have been less worried if the doctor had given me some reasons why I could not have a child. (Participant 20, age 35) Participants also indicated delayed care because of their HIV-positive status even in situations where they needed urgent treatment and care. One woman said: I was nine months pregnant and felt my baby was about to come. I went to the maternity unit with my husband and I was sent back home despite the fact that it was my first pregnancy and I was in much pain. Without examining me the nurses at the maternity unit asked my husband to take me back home and come back after two or three days. We went back home and immediately my waters broke and I started pushing very hard. My husband had no time to call for the ambulance. He drove me back to the hospital and I was rushed to the delivery room. I had my baby about ten minutes after I arrived. I still have pains in my lower back and I believe they originated from the unattended labour. (Participant 41, age 28) Excessive precautions. Many participants acknowledged that non-HIV care professionals take unnecessary precautions that they perceived as discriminatory, though only a few could recall specific incidences. A participant vividly described the fact that she was always consulted last even if she was the first on the consultation list as a precautionary measure. She recalled:
Whenever I went to the hospital for non-routine HIV consultations, I was always the last to leave the waiting room. One day I was very frustrated and had to ask the doctor why the times of my appointments were never respected. He told me that it was because I am HIV positive. I felt very, very sad hearing that from someone I thought was knowledgeable about HIV. (Participant 18, age 57) Blame and humiliation. Participants described specific attitudes and behaviours of health care professionals they believed to be stigmatizing. A participant reported her experience with a dentist as hurtful, discouraging and humiliating because the dentist blamed her for not personally telling her that she was HIV positive, despite the fact that the dentist had access to her electronic medical file that could be consulted before each consultation. One such negative experience was reported by a participant in these words:
Apart from my aching tooth, I had no urgent health concerns when I visited the dentist. She asked me what the problem was and I told her that my tooth ached. I waited while she consulted my electronic medical file. I was surprised and taken aback when she started shouting that I did not tell her that I am HIV positive. I told her that since it was clearly stated in my medical file which she has access to, I found it unnecessary to tell her that. I left the dentist office with the opinion that I did not get the care I was supposed to have because I was still in pain days after. (Participant 9, age 57)
Unlawful disclosure
Most participants complained about the label connoting their HIV status on the forms transiting from one service to another and felt stigmatized and discriminated that their HIV-positive status was disclosed to health care workers without their consent. One said: I don't really think of … but one thing I find that is not right when you have to make an appointment for a health issue is the fact that it is written on your form that you are HIV positive, which is not the case with diabetic, hypertensive or cancer patients. I find it unjust and discriminatory to have HIV written on a paper that will move from one service to another. (Participant 40, age 52)
Another woman reported:
A woman [the wife of my husband's friend] noticed that I was not breast-feeding my baby. She asked me why and I told her that I did not have enough breast milk. She was not satisfied with my response. She later informed me that she had called the maternity unit where I had my baby to inquire about me and was told that I have HIV. My husband and I were very angry and had contemplated taking legal action against the clinic for unlawful disclosure. We did not pursue with legal action because we did not want more people to know my status. (Participant 41, age 28)
Consequences of stigma and discrimination
Participants indicated refusal to disclose HIV status when seeking care, low self-esteem accompanied by emotional stress and depression, avoidance or delay seeking health care as the main consequences of stigma and discrimination.
Non-disclosure to non-HIV-treating personnel. Many participants reported that they did not disclose their HIV-positive status based on previous experiences when seeking care (for example dental care) because they felt that health care providers feared becoming infected with HIV. A participant indicated that: I experience stigma and discrimination almost every day that I go to the hospital. This is the most serious issue that I have ever witnessed. Several times … starting with my hospitalization [participant was hospitalized at the time of the interview]. When I got to the emergency unit, I informed them that I am HIV positive and told them what medications I take. I was sent to a mouth specialist, who refused to touch me and told me that he did not speak French. It was the same doctor who had earlier prescribed antibiotics without trying to find out more about my condition and it was the same doctor who had, on a previous occasion, asked that I be wheeled out of his office to the emergency unit. This is a concrete example. (Participant 22, age 55) Notwithstanding, a few perceived that disclosure to non-HIV treatment professionals was important for prevention. One said:
When I go to the hospital, I do understand that the preventive measures taken are against the illness, not against my person. I inform them that I am HIV positive to prevent myself from contracting other viruses like hepatitis C or transmitting HIV to another person. When they wear three gloves before touching me, I understand their fear. (Participant 17, age 49) Low self-esteem, emotional stress and depression. Several participants reported that they felt very low and were often deeply sad because of the way they were treated by the health care providers. I talk with nurses and I think many people in my situation do the same. I did not look for AIDS [hand clapping] but when the nurses address you, you feel them pointing fingers at you, as if you were a street woman. It is really difficult. I did not look for AIDS [crying] ..., I did not look for AIDS Avoidance of, or delay in, seeking health care. Participants indicated that they avoided going to a general practitioner (GP) or pharmacy in their neighbourhoods. In a few cases, participants reported changing clinics or GPs because of perceived maltreatment, as one participant commented:
There is a pharmacy close to where I live but I avoid going there to buy my medications because I don't want to be identified as having HIV. I prefer to buy from another pharmacy far from where I live. (Participant 3, age 50)
Discussion
This study aimed to understand the causes, forms and consequences of HIV-related stigma and discrimination against sub-Saharan African migrant women in health care settings (hospitals, pharmacies and dental clinics) in Belgium. Three important findings warrant consideration. Firstly, the root of stigma and discrimination in health care settings in Belgium emanates from pre-existing social attitudes, perceptions and knowledge about migrants and HIV, as well as institutional policies for handling information that make HIV-positive patients conspicuous. Secondly, the perceived or experienced stigma and discrimination varied in form. Thirdly, refusal to disclose HIV status, delay or avoidance in seeking health care, emotional stress and low self-esteem emerged as consequences of stigma and discrimination. However, most participants described their relationship with HIV-treating professionals as non-stigmatizing and non-discriminatory. According to most participants, the support and empathy of HIV physicians and nurses had greatly contributed to their ability to lead a normal life with HIV infection. This finding confirms previous studies in Africa (Okoror et al., 2014) , where HIV patients indicated not being stigmatized or discriminated against by HIV providers when seeking care. However, a study in London, UK, revealed that almost half of the study participants reported having experienced stigma involving health care providers like dentists and primary care practitioners (Elford et al., 2008) .
A limitation of the study is that purposive and snowball sampling was used, which could be prone to research bias. The primary recruitment source was HIV experts who provide HIV treatment and have created a rapport with the participants. The recruitment process and study topic might have affected some patients' willingness to be interviewed. It is not possible to defend the representativeness of the sample, making logical generalization difficult. However, the techniques used were cheap and simple, and allowed the researchers to reach a population that was difficult to sample using other sampling methods. Another limitation is that the study, like most qualitative studies, focused on the perceptions of study participants in order to draw its conclusions. The perceptions of these women do not prove that discrimination exists and observational studies might be needed to be sure about the extent of discrimination involving a bigger range of health care providers in different settings. However, the consistent reporting of perceived discrimination indicates that the interaction between these patients and their care-givers does pose problems.
Despite these limitations, the understanding of stigma and or discrimination in health care settings has been enriched in a resource-rich setting. This is the first qualitative study of the stigmatization and discrimination perceived by SSA migrant women in health care settings in the context of Belgium. Furthermore, the study adds to the growing body of evidence that a particularly vulnerable population like migrant women in Belgium may not feel comfortable testing, accessing health services or discussing their social and behavioural risks for HIV with providers where their identity is known. The findings also confirm the persistence of stigma and, consequently, discrimination in health care settings against SSA migrant women with HIV. The narratives of the participants were corroborated and validated by the narratives of the HIV care providers. Another strength of the study is that interviews were conducted by the first author, who had an in-depth understanding of, and similar cultural background to the participants.
For this research, measures that were taken to enhance reliability included the audio-recording of interviews to present reliable evidence and avoid bias that might occur if the researcher tried to remember the conversation or if participants changed their answer in order to please the researcher. The findings reflect the lived experiences as reported by SSA migrant women with HIV and the evidence is supported by pertinent quotations extracted from the women's narratives. Furthermore, the use of multi-methods (interviews, observation) to explore and corroborate the findings increased the validity of the data, consistent with previous literature (Norman et al., 2002; Rolfe, 2006; Noble & Smith, 2015) . To enhance the validity of this qualitative research, different methods of data collection were used: interviews, observations and document analysis. These data-gathering techniques allowed information from one source (interview) to be cross-checked and compared with at least one other source (notes, documents). Notes on observations were compared with interview findings. In addition, a combination of interviews and observations during consultations contributed to the richness of data. Observation was used to verify or corroborate the patient-HIV provider relationship and empathy discussed by patients during interviews. The main researcher did not observe any stigmatizing or discriminatory attitude or behaviour towards patients waiting to be consulted or during consultations. Patients' purported good relationship and interaction with their HIV care providers was confirmed during observations. The patients were ushered in with greetings, and while in the consultation room the HIV care provider generally empathized with the patients by first asking about their well-being before reviewing their medical history. However, non-HIV care providers were not included in the study.
Stigma has changed from a more discernible type to a concealed type as few participants reported actual and overt stigmatizing experiences. The concealed forms of stigma perceived through delayed or denial of care, excessive precaution-taking, blame and humiliation and unlawful disclosure can severely impact HIV-positive people, and especially migrant women's psychological well-being. Perceived and actual stigma was reported by women as having a profound impact their lives, making control of information about their situation and how to access health services serious concerns. These subtle forms of stigma are becoming more and more difficult to discern, especially by many patients who are more concerned with not being recognized by acquaintances than noticing subtleties. Furthermore, it was found that, with the exception of a very few, most participants could not indicate whether the feelings of stigma and experienced discrimination were based on their origins as migrants or of being HIV positive. Similar results have been reported in other studies (Thomas et al., 2010; Obermeyer et al., 2011; Moyer et al., 2013) .
Fear of stigma and being discriminated against has continued to be a companion of the HIV pandemic since its outbreak more than 30 years ago, despite significant efforts at individual, community and institutional levels (Holzemer & Uys, 2004; Pulerwitz et al., 2010; Aggleton et al., 2011) . Generally, participants acknowledged that the magnitude of stigma and/or discrimination has greatly decreased compared with previous years. As in previous studies (Surlis & Hyde, 2001; Letamo, 2005; Reis et al., 2005; Mahendra et al., 2007; Feyissa et al., 2012; Ekstrand et al., 2013) , this study found some variation in the causes of stigma and discrimination in health care settings. It confirms that existing stigma and discrimination in society, transmission-related fear and institutional policies on HIV management, as well as lack of proper knowledge of HIV amongst health care workers not directly involved in the treatment of SSA migrant women with HIV, drive and endorse stigma feelings and discriminatory attitudes.
This study found that migration and gender are key determinants of HIV-related stigma in SSA migrant women, as found in previous research (Manfredi et al., 2001; Fakoya et al., 2008; Marsicano et al., 2014) . Linkage of HIV to migration and immoral behaviour dates back to the early years of the HIV pandemic (Del et al., 2011; Weine & Kashuba, 2012) . For example, black Africans in London were found to be more worried about future discrimination if they tested positive, as within this community HIV transmission was perceived to be associated with promiscuity and inappropriate sexual behaviour (Erwin & Peters, 1999) . Participants indicated that, as migrants, they were susceptible to public or community stigma, especially as HIV was considered an African disease in most developed countries (Clumeck et al., 1984; Harrison-Chirimuuta & Chirimuuta, 1997) . HIV was perceived as a 'foreign disease' and participants felt that, being African and women, they were blamed for the spread of the disease, even by those who were mandated to treat and care for sick people. In the present study, women from sub-Saharan Africa with HIV believed that they were exposed to a 'triple stigma' in health care settings: that is, being Africans, they were women with immoral behaviours infected with HIV, a highly stigmatized disease. The intertwining of HIV-related stigma with migration, gender and sexism is probably why stigma and discrimination against SSA migrant women persist.
This study also supports the notion that 'labelling' can itself be stigmatizing. Participants perceived the indicator 'HIV' on their hospital appointment forms transiting from one service to another as discriminatory, as such an indicator is not used for other illnesses such as cancer and diabetes. For several participants, mentioning their HIVpositive status amounted to unauthorized disclosure by the health care institution. Health care settings are supposed to provide treatment and care, regardless of the type of disease suffered, and many participants felt that health care settings should be places where discrimination should not take place due to a patient's HIV status. Patients expect empathy from their health care workers, but this was not the perception of the study participants when they requested certain health care services. However, this study found that HIV experts mitigate the perceptions of stigma and discrimination in health care settings by creating a durable physician-patient rapport that helps to restore self-esteem, and a willingness to continue improving their quality of life with HIV. This highlights the benefits of interpersonal relationships between HIV patients and HIV health care providers.
HIV-related stigma and discrimination in health care settings have consequences. The HIV-infected SSA migrant women in this study reported avoiding or delaying seeking health care because they believed and perceived stigma and discrimination in dental services, pharmacies and other non-HIV services. Discrimination in health care settings hampers HIV treatment and care efforts, as demonstrated in previous studies in France (Kippax et al., 2007; Peretti-Watel et al., 2007; Marsicano et al., 2014) and the UK (Elford et al., 2008) .
The stigma associated with HIV/AIDS is similar to that around Ebola, as experienced recently in the three West African states of Liberia, Sierra Leone and Guinea, and in the USA, where people infected with the Ebola Virus experienced stigmatizing attitudes and behaviours, including rejection, blame and fear of contagion among families, friends and health care providers. Neither disease has a cure, but they differ in that the most common mode of transmission of HIV is through sexual contact, with an emphasis on personal responsibility. If the fear of HIV is so evident among caregivers, then the fear of Ebola is probably higher, given that mortality due to Ebola occurs within a shorter time period than HIV. Ebola survivors, like HIV patients living healthy lives, do not experience stigma alleviation.
HIV among migrant women, especially those from sub-Saharan Africa, remains a public health concern and thus it is vital that this group of women is targeted when taking measures to increase HIV/AIDS awareness and prevention. The study participants came from a region of the world with a generalized HIV pandemic, where stigmatization is common and where the culture is hard on 'deviant' members of the community. Other studies have found that social and cultural groups like migrant women from resource-limited settings with a high HIV prevalence may be disproportionately affected by being HIV positive because often these women lack the cultural understanding within the community and the health care system. More sub-Saharan African migrant women than women from other regions are HIV positive. Women are biologically and socio-culturally more vulnerable to HIV.
This study raises the possibility that SSA migrant women and other patients living with HIV may not fully utilize health care services because of perceived or experienced discrimination against them. The fact that HIV patients are still stigmatized and discriminated against today, as has been the case for 30 years, suggests that there is dire need to strengthen the information, education and communication components of HIV prevention efforts. Stigma and discrimination encourage and sustain nondisclosure and risky sexual behaviour, increasing transmission of HIV. Most study participants who had experienced or perceived stigma and discrimination at some point refrain from disclosing their HIV-positive status when they visit, for example, dentists or other medical services. The majority of the study participants were in the highly productive and reproductive age group, and HIV and opportunistic infections that would have been prevented by disclosure are very expensive to treat and contain. Presenting late with HIV may take a toll on an already over-burdened health system.
The association of HIV with immoral behaviour, lack of proper knowledge and awareness of HIV transmission and fear of contamination propagate stigma and discrimination towards people with HIV. This endangers people living with HIV, preventing early testing, treatment adherence, retention in care and preventive measures, increases the cost to the individual and public health funds. It is necessary to involve individuals, health care providers and health care policymakers in addressing stigmareduction interventions using a more extensive mixed-method research. The experiences of HIV-treating professionals should be exploited in order to export their experiences to other non-HIV health care providers. It is important to work to ensure that people with HIV/AIDS are not denied the opportunity to participate fully in all aspects of society because of stereotypes, prejudice or misinformation about HIV/AIDS, and to ensure that HIV status is taken into account only when justified by a genuine medical necessity. Specialized education and training programmes on stigma reduction for health care providers need to be introduced. living with HIV/AIDS who obtained permission from group members to allow the first author to be present during their meetings.
